Introduction
Kaposi's sarcoma (KS) is a rare angioproliferative disorder of the vascular endothelium. The development of KS requires the presence of a Human Herpes Virus 8 (HHV-8) infection. A strong association with HIV infection is well known. The classical form was first defined as "idiopathic multiple pigmented sarcoma" by Moritz Kaposi in 1872. 1 The skin lesions are classically characterized by macules, plaques and nodules that are of a purple, red, blue, dark brown or black appearance. While KS primarily affects mucocutaneous tissues, it can also affect internal organs. Classical KS mostly affects the lower extremities. Penile KS is relatively common, while isolated scrotal KS has rarely been seen. 2 In this article, we present a case of scrotal KS in a HIV negative patient.
Case report
A 71-year old male patient admitted to the outpatient department due to black nodular lesions on the scrotum. The patient declared that these lesions were present for nearly 5 years. Past medical history revealed that he underwent left thoracotomy and upper lobectomy in 2006 for adenosquamous lung carcinoma. Then, he received a single cycle of adjuvant chemotherapy consisted of docetaxel and cisplatin. The chemotherapy was discontinued due to the side effects. No recurrence was detected regarding the lung cancer. The scrotal lesions appeared 2 months following the chemotherapy. Physical examination revealed 3 black nodules on the scrotum, each one being nearly 0.5 cm × 0.5 cm in dimension ( tomography for the follow-up of lung cancer showing no specific abnormality unless an increase in the thickness of the stomach wall. A gastroscopy was then performed revealing no lesions. All scrotal lesions were surgically excised. The pathological investigation revealed KS of the lymphangioma-like type.
Discussion
In classical KS, lesions are primarily located on the lower extremities, and the involvement of external genitalia is uncommon. 3 Although cases of HIV negative patients in which the penis is primarily involved have been reported, very few cases of scrotal KS have been presented. In a recent study, only 1 patient had scrotal KS out of 32 cases with non-HIV KS. 2 Also, it was unclear that this single case of scrotal KS was associated with other locations or not. 2 Penile KS has been reported more extensively. Vyas et al. first reported an isolated case of scrotal KS in 1976. 4 Then, only two cases of isolated scrotal KS were presented. 5, 6 Our case represents the 4th case up to our knowledge.
The pathogenesis of KS has still not been clearly elucidated. However, it is known that all forms of KS are associated with HHV-8 infections. A defect in immune system was almost always necessary. Therefore, KS is usually associated with HIV infection. In our case, the patient received a cycle of chemotherapy that might affect his immune system.
The lymphangioma-like type is a common morphological subtype. While lymph edemas are commonly observed in this subtype, no edema in the lymphs was present in our case.
A Greek study reported asymptomatic stomach involvement in 82% of patients with classical KS. 7 They suggest routine endoscopy for newly diagnosed KS patients. Our case had no systemic lesions on endoscopy and radiological imaging. Detailed physical examinations also revealed no other skin lesions.
Studies conducted for the treatment for KS are generally performed on HIV patients. Unfortunately, there is currently no treatment method capable of eradicating HHV-8. For this reason, the main goal of KS treatment is to alleviate the symptoms of the disease, to reduce the size and number of cutaneous and visceral lesions, and to reduce and delay the progression of the disease. 8 Despite the use of various local and systemic treatment methods for classical KS, there is no standard treatment procedure administered to cases with genital KS. A total of 19 cases with penile KS were reported. 9 Local excision was performed on 9 patients, circumcision was performed on one patient, and radiotherapy, chemotherapy or IFN-alpha treatment in addition to local excision was performed on 3 patients. During the follow-up period, only 4 cases with local excision relapsed. Vyas et al. performed total scrotectomy and bilateral orchiectomy in their report with scrotal KS. 4 We preferred local excision for our patient, since these lesions were small and stable for about 5 years. No recurrence was observed after 2 years of follow-up.
In conclusion, classical KS is generally observed in the lower extremities, it can rarely affect scrotal skin as isolated lesions. Therefore, a careful physical examination should also include scrotum for these patients.
